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Available online 23 January 2013A 33 years old male patient lives in Cairo, works as Electri-
cal Engineering, he is non-smoker normotensive and non-
diabetic. He was admitted at Cairo Specialized Hospital with
the complaints of progressive exertion dyspnea of 1 month
duration started ﬁrst on moderate exertion then 1 week ago
shifted to be on mild exertion, the condition was associated
with left side dull aching chest pain not referred with dry irri-
tative cough, he also complained from low grade fever without
chills or rigor for about 6 months and loss of weight about
10 kg. He sought medical advice at outpatient clinic where
chest X ray was done and revealed left side homogenous opac-
ity. There were no toxic symptoms, loss of weight, and no
symptoms suggestive of mediastinal syndrome. On general
examination; the patient was conscious alert and oriented,
vitally stable with low grade fever, no lymph node enlarge-
ment, no evidence of DVT, abdomen was lax with no orga-
nomegally, and the heart sound was normal. Local chest
examination revealed; restricted movement with bulging and
decreased TVF of the left hemithorax but the trachea was cen-
tral. Dull percussion note and diminished vesicular breath
sound was noted along the midclavicular line starting from
the 4th space downwards and along left midaxillary line 5th
space downwards. Laboratory investigations showed Hb
14.6 g/Dl, TLC 6900/mm3, Plat 270,000 and ESR 75. Normal
kidney and liver function tests. Abdominal US was normal
apart from left sided pleural effusion. Chest X ray revealed
diffuse homogenous opacity occupying the left middle and
lower zones with obliteration of the costophrenic angleE-mail address: dr.imangalal@gmail.com
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sion witsizes pleural masses with lung collapse (Fig. 2).
Pleural aspiration was done at the level of 7th intercostals
space midscapular line about 1500 cc hemorrhagic ﬂuid and
sent for cytological examination. Pathological examination
revealed; cellular aspirate showing many RBCs, numerous
lymphocytes (small, intermediate and many large sized lym-
phocytes) and scattered histocytes. CT guided pleural biopsy
was done under local anesthesia and sent for pathological
examination which revealed: coarses of tumor tissue showing
dense inﬁltration by intermediate size lymphoid cells with
hyperchromatic nuclei which is compatible with malignant
lymphoma and immunophenotyping is recommended to con-
ﬁrm the diagnosis.
Immunohistochemistry results showed: there are very few
kymphocytes positive for CD2. Neoplastic lymphoid cells are
strongly positive for CD3. There are few lymphoid cells
positive for CD4. There are moderate number of neoplastic
lymphoid cells are positive for CD8. Findings are compatible
with pleural-based T-cell lymphoma. The patient was treated
with Cyclophosphamide, Vincristine, Adriamycin and Prednis-
olone as per oncologist’s advice.Final diagnosis
Pleural-based T-cell lymphoma.
Discussion
Primary pleural lymphoma is a very rare occurrence. Most of
the documented cases have either presented with or later on
developed pleural effusion in the course of the disease [1].
Malignant lymphoma of the pleura has been mostly associated
with chronic pleural inﬂammation. Usually a history ofis. Production and hosting by Elsevier B.V.
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Figure 1 Chest X ray.
506 M. Shawkichronic longstanding tubercular pyothorax or pulmonary
tuberculosis treated with artiﬁcial pneumothorax precedes
development of pleural lymphoma [2].
Approximately 16% of non Hodgkin Lymphomas either
present with or subsequently develop pleural involvement,
which is unilateral or bilateral. In case of unilateral involve-
ment it is more common on the left side [3].
The radiological abnormalities are pleura based mass, pleu-
ral thickening, pleural effusion, mediastinal lymph nodes,
bilateral pulmonary nodules, etc. left pleural involvement is
more common than the right or bilateral [4].
Pleural biopsy and pleural ﬂuid cytological examination are
the early steps in the essential diagnostic workup of pleural-
based mass [5]. We presented here an extremely rare case of
pleural lymphoma. It represented primary pleural lymphoma,
as there was no evidence of any other site of involvement at
the time of diagnosis. Also it was associated with pleural effu-
sion, which itself is another rare form of association of pleura
and lymphoma. Neither there was any history of chronic pyo-st CT scan.
Case Report 507thorax, nor any other form of chronic pleural inﬂammation, as
has been described in the literature.
For the last decade, cyclophosphamide, doxorubicin, vin-
cristine, and prednisone (CHOP) has been the best available
standard of care for non-Hodgkin lymphoma (NHL), based
on equivalent therapeutic results with other multiagent chemo-
therapy accompanied by lower costs and lesser toxicity. How-
ever, only 40–45% of these patients are cured with CHOP.
There is now accumulating evidence that the clinical behavior
of certain NHL can be proﬁled by the expression of certain
molecular markers, which will undoubtedly play a role in the
development of new prognostic models that may reﬁne our
ability to identify poor-risk patients. Regardless, there is still
signiﬁcant opportunity for improving survival in large cell
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